We congratulate Somer et al for this interesting and important research. 1 During the 34 days of fighting of the Second Lebanon War II (12 July to 14 August 2006), civilians in Israel's northern region suffered a bombardment of approximately 4,000 rockets. On average, daily attacks were around 120 rockets struck daily. The rockets attacks resulted in 2,774 anxiety and acute stress reaction casualties that were evacuated from the scene. Subsequently, the bombardments led to a high prevalence of post-traumatic stress disorders (PTSD). 2 Previous research investigated factors that increase the risk of developing PTSD symptoms. The risk factors include: degree of exposure, history of prior trauma, peri-traumatic dissociation, and perceived direct-life threat. 3 Bleich et al studied the psychiatric implications of SCUD missile attacks on the civilian population during the Persian Gulf War in 1991, and found, in a survey of 12 hospitals admitting casualties in Israel, that approximately 43% of the 773 casualties evacuated to hospitals were diagnosed as psychological casualties. 4 Israel had absorbed 18 missile attacks. 4 Another study of the Israeli population before, during, and after the SCUD missile attacks associated with the Gulf War found a 250% increase in the risk for clinical depression during the period of the SCUD missile attacks. 5 In their study, Somer et al examined the degree of exposure to trauma during the Second Lebanon War, history of trauma exposure, severity of PTSD symptoms, peri-traumatic dissociation, and perceived direct-life threat, in a sample of citizens near the northern border, compared to a sample of citizens in the of center of Israel that were not exposed to direct rocket attacks. 1 The impact of past trauma exposure on the relationship between subsequent exposure to heavy bombardment and PTSD symptom severity among Israeli civilians was examined.
Somer et al were surprised to find that the relationship between the degree of exposure to rockets bombardment and severity of PTSD symptoms was not moderated by exposure to previous trauma. 1 In fact, they found that overall, prior trauma exposure served as a partial buffer to distress. They suggested that the explanation of these results might be that prior trauma exposure enhanced the development of resilience to repeated bombardments and terror.
There is agreement in the literature that repeated exposure to trauma has an impact on an individual's reaction to later traumatic experiences, 9 but the direction of the impact is not clear.Two major approaches are postulated: the vulnerability approach maintains that past traumatic experiences weaken the individual ability to cope effectively with future stresses, 10 and the resilience approach maintains that past traumatic experience immunizes individuals from the negative consequences of another traumatic event. 11, 12 In light of the dispute, the study of Somer et al contributes significant support to the resilience approach. Their findings coincide with the findings of the Solomon et al study conducted among adolescents in different areas of Israel during AlAktsa Intifada. 13 Somer et al also hypothesized that staying in a bomb shelter would be associated with less severe PTSD symptoms and were surprised to find that time spent in the shelter was not found to predict that trend. 1 They reasoned their Editorial Comments time gap in data collection might explain, as they argue, some of the differences in the prevalence of PTSD. The prevalence of PTSD in the near border town is expected to be lower as time passes between the exposure to the rockets to data collection. We would suggest caution for accounting such difference for the delay of two weeks. Mental symptoms of the post-traumatic event are labile in certain time points along the mental reaction timeline continuum, as described in the mental health timeline continuum hypothesis, (Figure 1 ) by which psychological reactions to a traumatic impact develop along a timeline continuum. 14, 15 According to the hypothesis and as clinical observations indicate, the longer the distance of time from impact, the less labile are the symptoms. It also is worth mentioning that a considerable number of casualties usually recover spontaneously along the timeline, but for some, immediate intervention can prevent them from deteriorating to the next phase.
The second limitation of Somer et al was the low response rates in the center of Israel and the moderate response rate in the near border town, which might imply that the sample might not be representative. 1 We agree that low response rates, per se, do not necessarily confer bias; as was previously shown. 16 Finally, we wish to congratulate again Somer et al for their very important and interesting article. We encourage the authors and other researchers working in the field of PTSD, to conduct future research examining individuals exposed to bombardment, in order to improve the understanding of risk factors for PTSD in civilians exposed to terror. These efforts might serve developing public health approaches to foster resilience and interventions designed to facilitate recovery in those most impacted cases. We wish that global peace will come true and that we will never need to deal with the implications of terrorism on public health or mental health.
hypothesis that staying in the shelter will serve as a potential salutogenic, peri-traumatic exposure variable, since the shelter experience would create a sense of connection to supportive and empathic others and reduced perceived threat. This line of thinking did not meet the situation in the shelters in the north. From close observation of the northern Israeli population during the war (both authors served in the Second Lebanon War (i.e., Chief Medical Officer of the HFC and Head of the Mental Health Branch, HFC, respectively)), we could realize that more often than not, staying in the shelters, sometimes beyond the necessity that security consideration actually demanded, was a symptom of avoidance and other psychopathological symptoms. Moreover, the conditions in the shelters and the ad hoc group experience and interaction that developed subsequently seemed to foster unfavorable mental conditions. Their finding supported our direct personal observation and their suggested explanation of these results, that the experience of the crowded, austere bomb shelters combined with the terror experience cancelled out the sense of shared experience and social support seems coherent.
Somer et al did not observe group differences in peritraumatic dissociation. 1 Furthermore, perceived life threat, but not peri-traumatic dissociation was found to mediate the relationship between trauma exposure and severity of PTSD symptoms. As the two groups of Israeli citizens did not differ in peri-traumatic dissociation despite experiencing significant differences in current and past trauma exposure, it may be that peri-traumatic dissociation is associated with individual difference (i.e., trait) factors instead of specific peri-traumatic phenomena.
The major limitation of the study of Somer et al, as given by them, is that the data were collected in the study group early (one month) after the cease-fire and from the control group data were collected two weeks later. 
